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Initial Comments

Complaint Investigation #2273633/iL.146737

Final Observations
Complaint Investigation #2273633/IL146737
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300.610a)
3001210b)
300.1210d)6)

Section 300.610 Resident Care Policies

ajThe facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting. ‘

Section 300.1210 General Requirements for
Nursing and Personal Care

bJThe facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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Section 300.1210 General Requirements for
Nursing and Personal Care

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6)All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These regulations were not met as evidenced by:

Based on interview and record review, the facility
failed to provide adequate supervision to prevent
afall.

This applies to 1 of 3 residents (R1) reviewed for
falls with injuries in a sample of 3.

This failure resulted in R1 incurring a nasal bone
and right orbital fracture.

Findings include:

R1's 3/8/2022 Social Service Progress Note
documents R1 admitted to the facility on 3/7/2022
from a hospitalization due to worsening mood and
increased agitation. R1's diagnoses include
dementia with behaviors and psychosis. This note
further documents R1 as oriented to person only
and with impaired memory and judgement.

R1's Fall Initial Occurrence Note dated 3/9/2022

at 1:45 PM documents R1 as trying to get up from
| the reclining wheelchair and falling forward hitting
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